examples from elsewhere that could be described/referred to here, thus broadening this beyond Staffs/the UK. p.5 lines 36-39 -positive cultures also have a significant impact on staff outcomes too, especially in relation to raising concerns. There's a tendency to use organisational and workplace culture interchangeably. This is problematic as the two things may well be different e.g. organisation is usually a macro concept (e.g. wider health system including hospitals, clinics, nursing homes, out patients) and workplace as a meso-micro concept (narrower area where one works e.g. a ward or wards, speciality, team, community area). In addition, it is highly unlikely that a singular workplace/organisational culture exists and as such, researchers should refrain from claiming that it does. We know that workplace culture fluctuates from shift to shift, team to team, as indeed it did in the Stafford Hospital case referred to earlier. An interesting commentary by McMahon & Howell https://onlinelibrary.wiley.com/doi/abs/10.1111/1475-6773.12780 touches on some of this. Also, isn't a more accurate definition of workplace culture 'how things are done around here when no-one's watching'? see page 2 of this report https://www.kingsfund.org.uk/sites/default/files/field/field_publicatio n_file/medical-engagement-a-journey-not-an-event-jul14_0.pdf and elsewhere in the literature. p.6 line 24-30 if barriers to reporting concerns operate on an individual, organisational and operational level what has this to do with workplace culture (see the subtitle of this section)?? Doesn't this suggest raising concerns exists at a more complex level than culture alone? Overall, the sub-section needs more work to clarify key terms and the authors' position regarding some of the above. It overly simplifies the nature and complexity of what is being studied by repeating/rolling out the usual content without properly/critically outlining the issues. p.6 line 43 "Whilst the views of both staff and patients have been sought in terms of dignity [e.g. 26] , these studies have historically emphasised patient safety and dignity rather than those of staff". Having read this sentence a few times I still don't quite understand what it means. Looking at the reset of the content in this section I'm not sure the sentence is actually needed. The gap in the literature is clearly outlined without it. p.7 line 41 -can you please clarify how a university ethics committee can provide ethics approval for patient involvement in a research study? Normally, university RECs provide approval for research on NHS staff, not patients. NHS R&D approval, similarly, doesn't provide ethics approval for recruitment of patients. Also, how did the Deanery have details of patient representatives in order to email them re. recruitment to the study? Data collection section -please add date range e.g. month/year in which data collection occurred p.12 line 41 -'see how the psychological safety of staff is privileged' -I'm not convinced that either interviewee on this page is privileging psych safety, are they not just comparing, contrasting rather than makine one more important than the other? p.22 -personal facilitating and hindering factors -a range of factors are listed and an example from the data provided. However, which factor was the trainee identified as exhibiting e.g. is this an individual attribute, attitude, behaviour…? Also, it may be worthwhile clearly identifying, just in case there is any doubt, that the example is one that is related to facilitating rather than hindering factors? This would be useful in linking the data to the factors, at least in this one case. Similarly, the second example about eye contact/communication -is this a hindering action? I'm also unsure that these are 'communication rules of general medicine', instead I think they are just (good) communication rules regardless of clinical area. I'm also unsure that they are unsafe to apply in all aspects of a locked psychiatric ward, as the authors suggest. It's also curious that, given there are 27 cases of safety/dignity being hindered, that a second data example is used from the same trainee. Is there no other data extract/participant that could be used, especially as it seems that safety wasn't actually hindered in the example currently used, instead the trainee merely reflects that safety could have been compromised (unless something subsequently happened?). Possibly, getting down and making eye contact resulted in there being no safety breach? There are issues with inaccurate conflating at times e.g. the phrase facilitating/hindering safety and dignity is often used, yet the limited data extracts on display often only show one of these i.e. safety or dignity. Similarly, the security example on p.24 lines 30-37 is preceded by the above phrase (safety and dignity), yet the example clearly only relates to safety; there is little here in terms of dignity, probably quite the opposite from a patient/relative/visitor point of view. The above example and elsewhere more generally suggests to me that this paper is trying to do too much. One or two quotes are used to illustrate some big concepts/themes. Sections that are potentially important, such as the content around resistance and compliance had no data in support and consisted only of descriptive breakdown of numbers rather than qualitative insights as per paper objectives. Better for me would be a more considered indepth discussion of some of these issues, with the author team making some brave decisions about what to leave out. For example, in the 'Material facilitating and hindering factors' section (p.24) the 'facilitate' aspect of this has only one example. It does seem, at times, that the framework (an approach when used well I have no particular issue with) is the strongest factor here, in that effectively the presentation of findings is basically an item by item account of the framework rather than anything approaching a narrative or interpretive analysis or synthesis of qualitative data. I can see this is mentioned in the study limitations, so is something clearly on the team's mind too. p.28 lines 28-32 'It is therefore interesting that safety and dignity dilemmas are experienced and narrated similarly by postgraduate trainees, qualified healthcare professionals, and patients' -I'm wondering why you think this is interesting, or perhaps more accurately why you think this is notable? Why did you think that there would be a difference between undergrad students and others mentioned above? Why is it interesting? I'm not saying this isn't interesting or notable, but I am wondering why you think this is so? Line 45-51 'This no doubt speaks to the multiplicity of healthcare hierarchies in the workplace learning culture; it probably is easier to enact resistance (and direct forms of resistance) by stakeholders with higher status in the healthcare workplace' I don't think there is much need here for probably -hierarchies/status is known to be at play in a variety of ways when staff speak-up as are socio-cultural issues such as race, ethnicity and gender (this is an aside rather than suggesting more consideration of sociocultural issues although I do note these were covered in the demographic table).
p.30 line 41 -the sentence starting 'Finally, we caution….' -I'm unclear what is meant here p.31 Implications for practice section 'Firstly, in terms of the individual level, we would argue that all stakeholders within the healthcare workplace should be educated about patient and staff safety and dignity. Specifically, stakeholders need to understand what safety and dignity means, how best to uphold safety and dignity, how best to enact resistance in the face of safety and dignity violations, and how to maximise the multiplicity of factors contributing to safe and dignified workplace cultures'. Surely they are already, perhaps with the exception of patients? Can you expand your rationale as to why you think this might be the case? I can't see much in the data that particularly support this recommendation. 'Finally, at the organisational level, healthcare leaders and managers need to develop and implement policy to create positive workplace cultures mindful of work design, positive role-modelling and monitoring of organisational data' -this is also happening in the UK and elsewhere -it could be argued that there has been a recent upsurge (circa. last 5 years) in policy about staff wellbeing, engagement, culture…..Also, what is a policy on monitoring organisational data? Do you mean safety and dignity data?
VERSION 1 -AUTHOR RESPONSE
Reviewer 1: This is a very well written manuscript addressing an important topic in the literature that is not very well researched.
Many thanks to the reviewer for their positive comments about the clarity of the paper, plus flagging the significance and originality of the topic.
Reviewer 1: 1. Please explain the rationale for interviewing both staff and patients and pooling their results together as they are two vastly different groups of participants. One would expect differences in their responses to some of your interview questions.
Thanks for this suggestion. We did actually look at differences across participant groups after we had coded the data (this happens in the 'charting' phase of the Framework analysis) but we did not find any obvious differences in patterns across our themes by participant groups, as noted in our methods on p. 10: "The final mapping and interpretation stage comprised SS interrogating the coding with respect to the different stakeholder groups and data collection sites to establish similarities and differences in the data between groups." We therefore decided to pool the results and present them together as a more synthesised and parsimonious approach to the presentation of results. We have made this latter point clearer in our methods section of our revised paper (see page 10 of the revised paper). Reviewer 1: 2. Please clarify if you used any triangulation processes to verify your results.
Thanks to the reviewer for this comment. The concept of triangulation has recently been contested in qualitative health professions education research (see Varpio et al. 2017) because it implies that the aim of qualitative research is to find the 'right' answer (a single convergence point if you like where, for example, multiple participants say the same thing). Instead, we prefer the concept of crystallisation, which emphasises the multiple angles through which one can look at a phenomenon and an appreciation that we only yield a partial understanding through the research process (see Ellingson 2009; Denniston 2018). Crystallisation privileges multiple researchers and multiple perspectives, multiple types of data and multiple modes of investigation (Tracy 2010) . That we explored the phenomenon from multiple angles with four participant groups from two sites and with multiple researchers adds credibility or trustworthiness to the project (Tracy 2010). So, we have added some additional words to this effect in our revised methods section (see page 10 of the revised paper). R2: p.5 lines 9-13 -Mid Staffs is an obvious England/UK example but a couple of points to consider -the preceding sentence/s make relevant student experiences yet the Francis report rarely mentions students (although the subsequent Francis Review 2015 has much more to say on the matter), although trainees' experiences (junior doctors) were discussed at some length. Perhaps clarify this for the reader i.e. that the preceding sentence about students is not necessarily linked to this point about Mid Staffs, or expand the focus to include trainees (which looking at the abstract is closer to the population for this study anyway i.e. postgrad trainees?).
Thank you for this comment. We have looked at the Francis 'Freedom to Speak Up' review from 2015 and have clarified the sentence for the reader as per the reviewer's suggestion. The sentence now reads: "Such safety and dignity dilemmas are illustrated starkly in the Mid Staffs Public Inquiry Report and subsequent review, highlighting grim failings involving both students and healthcare professionals (including trainees), relating to serious breaches of patient safety and dignity" (see page 5 of the revised paper). R2: Secondly, for international readers should be examples from elsewhere that could be described/referred to here, thus broadening this beyond Staffs/the UK. This is a very helpful point from the reviewer. We have referred to a further study here containing examples from twelve different countries across Europe and North America (see page 5 of the revised manuscript). This also ties in with our existing comment on page 7 about the international significance of professionalism research. R2: p.5 lines 36-39 -positive cultures also have a significant impact on staff outcomes too, especially in relation to raising concerns.
We agree -we have therefore amended the sentence so that it now reads: "Workplace cultures matter: positive cultures are consistently associated with positive patient outcomes including increased patient satisfaction and reduced mortality and morbidity, and with positive staff outcomes including improved communications and enabling high-quality care", with appropriate references added (see page 5 of the revised paper). R2: There's a tendency to use organisational and workplace culture interchangeably. This is problematic as Thank you for this recommendation -the commentary by McMahon and Howell is indeed most interesting. We have added more text in the 'Workplace cultures and the two things may well be different e.g. organisation is usually a macro concept (e.g. wider health system including hospitals, clinics, nursing homes, out patients) and workplace as a mesomicro concept (narrower area where one works e.g. a ward or wards, speciality, team, community area). In addition, it is highly unlikely that a singular workplace/organisational culture exists and as such, researchers should refrain from claiming that it does. We know that workplace culture fluctuates from shift to shift, raising concerns' section to address the reviewer's concerns (see page 5 of the revised paper), which we hope now alludes better to the complexities surrounding this issue. As we have noted later on in the paper, "it is through our analysis of narratives that we have uncovered the complexities of the workplace learning culture" (see page 31 of the revised paper).
R2: Also, isn't a more accurate definition of workplace culture 'how things are done around here when no-one's watching'? see page 2 of this report https://www.kingsfund.org.uk/sites/defaul t/files/field/field_publication_file/medicalengagement-a-journey-not-an-eventjul14_0.pdf and elsewhere in the literature.
Thank you for this suggestion. We have read this report with interest, and note that the comment "culture is changed 'when behaviour is so internalised that doctors are motivated to improve the quality of patient carewhen no one is watching'" refers to changes in culture, rather than providing a definition of workplace culture. We agree with Clark and Nath that cultures do indeed operate at several levels (see our response above), but that some of these are observable and some are nota view which is similarly supported in the literature (e.g. Williams & Dobson, 1993; Duarte & Snyder, 2001; Hofstede, 2001; Hofstede & Fink, 2007) . We would respectfully suggest, therefore, that a) 'how things are done around here when no-one's watching' is not an accurate definition in this context; and b) to try to encompass all of the definitions of culture in this section would detract somewhat from its purpose.
R2: p.6 line 24-30 if barriers to reporting concerns operate on an individual, organisational and operational level what has this to do with workplace culture (see the subtitle of this section)?? Doesn't this suggest raising concerns exists at a more complex level than culture alone? Overall, the sub-section needs more work to clarify key terms and the authors' position regarding some of the above. It overly simplifies the nature and complexity of what is being studied by repeating/rolling out the usual Given the multiplicity and complexity of cultures (as discussed in the previous point), we politely disagree with the reviewer that the multiple levels stated (individual, organisational and operational etc.) in our results do not have anything to do with culture; on the contrary, we would argue that these all feed into workplace cultures (and their multiple levels and complexity). While the reviewer might argue that our identification of factors at the different levels is overlysimplistic, we think that our study findings help the reader to make sense of this complexity through the levels, and enables us to provide educational policy and practice recommendations tied to those levels. We content without properly/critically outlining the issues.
would argue therefore that a certain amount of simplification is necessary in order to provide pragmatic recommendations influencing action.
R2: p.6 line 43 "Whilst the views of both staff and patients have been sought in terms of dignity [e.g. 26] , these studies have historically emphasised patient safety and dignity rather than those of staff". Having read this sentence a few times I still don't quite understand what it means. Looking at the reset of the content in this section I'm not sure the sentence is actually needed. The gap in the literature is clearly outlined without it.
Thank you for this comment. We have amended the sentence to read: "Whilst the views of both staff and patients have been sought in terms of dignity [e.g. 26] , these studies have historically emphasised the patient rather than the staff member." (see page 7 in the revised paper) R2: p.7 line 41 -can you please clarify how a university ethics committee can provide ethics approval for patient involvement in a research study? Normally, university RECs provide approval for research on NHS staff, not patients. NHS R&D approval, similarly, doesn't provide ethics approval for recruitment of patients. Also, how did the Deanery have details of patient representatives in order to email them re. recruitment to the study?
We did not recruit patients via hospitals/GPs who were currently seeking/receiving healthcare. Instead, we recruited patient representatives via non-healthcare sites e.g. simulated patients from the University, lay representatives from NHS Education for Scotland etc. so University ethics approval was deemed sufficient. Note that we have previously included patient representatives for other studies via University-based ethics committees only (e.g. Monrouxe et al. 2018; Denniston et al. 2018) . Note that we make it clearer in the revised paper that our patient representatives were simulated patients and lay representatives (see page 11 of the revised paper). The Deaneries and researchers recruited participants via emails, snowballing, word-of-mouth, and posters put up in the medical school (this is already stated on page 8 of the paper). R2: Data collection section -please add date range e.g. month/year in which data collection occurred Thank you for pointing out this omission. We have added the information in the revised manuscript, with the first sentence of this section now reading: "Participants took part in individual or group interviews (conducted by either GS or SS), which were conducted between June 2014 and September 2015, typically in seminar rooms in hospital settings across the two sites" (see page 8 of the revised paper). R2: p.12 line 41 -'see how the psychological safety of staff is privileged' -I'm not convinced that either interviewee on this page is privileging psych safety, are they not just comparing, contrasting rather than making one more important than the other?
We respectfully disagree with the reviewer's suggestion here. The earlier narrative in particular clearly says that in some ways, psychological safety is more important: "there's the sort of psychological safety and the feeling of being able to trust people [healthcare professionals] who are looking after you… in some way it is more important than the physical aspects that people can see". We appreciate though that this is from the previous narrative, rather than the one to which we have referred in the text, so we have made a small amendment accordingly. The sentence now reads: "Both here and in the next narrative from a trainee, we also see how the psychological safety of staff is privileged" (see page 13 in the revised narrative). R2: p.22 -personal facilitating and hindering factors -a range of factors are listed and an example from the data provided. However, which factor was the trainee identified as exhibiting e.g. is this an individual attribute, attitude, behaviour…? Also, it may be worthwhile clearly identifying, just in case there is any doubt, that the example is one that is related to facilitating rather than hindering factors? This would be useful in linking the data to the factors, at least in this one case.
We thank the reviewer for this query, but note that we have already clearly identified the example in question as both a facilitating factor and an attitude: For example, "In terms of facilitating factors, the narrative below illustrates the light-hearted attitude of one trainee…" (see page 24 in the revised paper).
R2: Similarly, the second example about eye contact/communication -is this a hindering action? I'm also unsure that these are 'communication rules of general medicine', instead I think they are just (good) communication rules regardless of clinical area. I'm also unsure that they are unsafe to apply in all aspects of a locked psychiatric ward, as the authors suggest.
We thank the reviewer for this comment, and note that we have indeed identified the second example as a hindering action: "However, not all individual factors facilitated patient safety or dignity. For example, in the following narrative we see how the same trainee lacked communicative competence (a hindering factor). Here, we see how this trainee thought it was safe for him to apply the communication rules of general medicine to patients in a locked psychiatry ward, leading to a situation compromising his own safety" (see page 24 of the revised paper). We also respectfully point out that it is the participant who suggests that the communication rules were unsafe to apply in this situation, and indeed, our qualitative approach gives voice to (and thus privileges) participants' conceptualisations and perceptions rather than the readers' understandings/perceptions: "They always tell us in Clinical Skills to get down to the patient's eye level, so I squatted down next to his [the patient's] bed and looked at him in the eye… now getting down to his level that's a big risk for safety…" (see page 24 in the revised paper). Therefore, we have not amended the manuscript as per the reviewer's comment here. R2: It's also curious that, given there are 27 cases of safety/dignity being hindered, that a second data example is used from the same trainee. Is there no other data extract/participant that could be used, especially as it seems that safety wasn't actually hindered in the example currently used, instead the trainee merely reflects that safety could have been compromised (unless something subsequently happened?). Possibly, getting down and making eye contact resulted in there being no safety breach?
We have used these two examples here as we considered them to be particularly illustrative of the points we are trying to make, plus we did not want the fact that they came from the same participant to negate their use. Also, these two quotes from the same person illustrates neatly how this same participant reflects on both facilitating and hindering factors in the same environment. However, we acknowledge that we could be clearer about the fact that the participant's physical safety was indeed breached, and have added a short piece of text to the narrative accordingly (see page 25 of the revised paper).
R2: There are issues with inaccurate conflating at times e.g. the phrase facilitating/hindering safety and dignity is often used, yet the limited data extracts on display often only show one of these i.e. safety or dignity.
We appreciate the reviewer's comment, but respectfully point out that the phrase "facilitating/hindering safety and dignity" is not used anywhere in the paper. However, where we have used the term 'safety and/or dignity' we have left the conflation intact as we believe it to be a more accurate reflection of the richness of our data (for example, sometimes participants allude to safety, sometimes they allude to dignity, and sometimes they allude to both, so "and/or" is appropriate and a parsimonious way of saying this). R2: Similarly, the security example on p.24 lines 30-37 is preceded by the above phrase (safety and dignity), yet the example clearly only relates to safety; there is little here in terms of dignity, probably quite the opposite from a patient/relative/visitor point of view.
We agree that this example relates only to a facilitation of safety, and have mentioned as much in the text on page 26: 'For example, one participant narrated how the provision of physical security measures in an Intensive Psychiatric Care Unit facilitated safety: "They think about risk factors and they think about other things to keep people safe…"' We used an example of facilitated safety to juxtapose more neatly with the succeeding example, which relates specifically to a hindrance of safety. R2: The above example and elsewhere more generally suggests to me that this paper is trying to do too much. One or two quotes are used to illustrate some big concepts/themes.
We appreciate the reviewer's concerns here. We agree that we are trying to present a synthesis of a large amount of qualitative data with an extensive coding framework in the one paper. However, we think it is really important that our themes are presented together in the one paper rather than 'salami-sliced' across multiple papers. This inevitably means that we employed quotes sparingly within the paper, so as to avoid producing an overly lengthy paper. While we provide only one or two quotes to illustrate key themes, we do however present larger chunks of conversation as quotes to showcase example narratives in the paper. R2: sections that are potentially important, such as the content around resistance and compliance had no data in support and consisted only of descriptive breakdown of numbers rather than qualitative insights as per paper objectives. Better for me would be a more considered indepth discussion of some of these issues, with the author team making some brave decisions about what to leave out. For example, in the 'Material facilitating and hindering factors' section (p.24) the 'facilitate' aspect of this has only one example.
Thank you to the reviewer for this suggestion. In an effort to further address the reviewer's concerns regarding data support, we have added a table of illustrative quotes for resistance (see page 22 of the revised paper) and we think this section is much more thorough. Finally, we appreciate that we give only one example of material facilitating and hindering factors on page 24 (for the reasons mentioned above -not producing an overly long paper). However, we provide more facilitating and hindering factors in relation to Boxes 1 or 2 where we bring together all of the themes. R2: It does seem, at times, that the framework (an approach when used well I have no particular issue with) is the strongest factor here, in that effectively the presentation of findings is basically an item by item account of the We appreciate the reviewer's comment about our adoption of a thematic (framework) versus a narrative approach. Indeed, although we have collected narratives in our study, we employ framework analysis rather than narrative analysis for the current paper, as we have done with other work published in BMJ Open framework rather than anything approaching a narrative or interpretive analysis or synthesis of qualitative data. I can see this is mentioned in the study limitations, so is something clearly on the team's mind too.
( Rees et al. 2018; Monrouxe et al. 2018; Rees et al. 2014) . The reason for this is that a thematic approach is consistent with the specific research questions for the current paper; a narrative approach for example would have been more suited to exploring how participants constructed their own and others' identities within their narratives. We politely disagree with the reviewer, however, that we do not provide an interpretive analysis or synthesis of qualitative data; indeed, this is what we have achieved through the framework analysis, reducing 27 hours' worth of complex qualitative data (around 1000 pages of transcript) into a presentation of thematic findings across our 3 RQs in 17 pages. R2: p.28 lines 28-32 'It is therefore interesting that safety and dignity dilemmas are experienced and narrated similarly by postgraduate trainees, qualified healthcare professionals, and patients' -I'm wondering why you think this is interesting, or perhaps more accurately why you think this is notable? Why did you think that there would be a difference between undergrad students and others mentioned above? Why is it interesting? I'm not saying this isn't interesting or notable, but I am wondering why you think this is so?
The previous sentence in the text illustrates the basis for our interest: "Although existing research has reported similar types of safety and dignity dilemmas, this previous research has been conducted with undergraduate healthcare students." The fact that postgraduate healthcare professionals narrate these dilemmas similarly is interesting since it affords us a more complete picture than has hitherto been available through previous studies, as we point out in our 'Gaps in the literature' section. We had also noted within the same section that "This was particularly interesting to us because we purposely selected two sites at opposite ends of the spectrum in terms of rankings for raising concerns" (see page 30 in the revised paper). To aid further clarity, we have edited the sentence to which the reviewer refers so that it now reads: "Given the diversity across our participant groups and settings, we thought it interesting to find an absence of differences in participants' understandings by stakeholder group or site." (see page 30 in the revised paper) R2: Line 45-51 'This no doubt speaks to the multiplicity of healthcare hierarchies in the workplace learning culture; it probably is easier to enact resistance (and direct forms of resistance) by stakeholders with higher status in the healthcare workplace' I don't think there is much need here for probablyhierarchies/status is known to be at play in a variety of ways when staff speak-up as are socio-cultural issues such as race, ethnicity and gender (this is an aside rather than suggesting more consideration of socio-cultural issues although I do note these were covered in the demographic table).
We agree with this comment, and have removed the word 'probably' from the text (see page 31 of the revised paper).
R2: p.30 line 41 -the sentence starting 'Finally, we caution….' -I'm unclear what is meant here We appreciate this comment, and suggest that the sentence in question is clarified by the succeeding sentence in the text: "Indeed, we think that participants may have been more willing to share their experiences with us than to report those experiences through formal 'raising concerns' channels" (see page 33 in the revised paper). R2: p.31 Implications for practice section 'Firstly, in terms of the individual level, we would argue that all stakeholders within the healthcare workplace should be educated about patient and staff safety and dignity. Specifically, stakeholders need to understand what safety and dignity means, how best to uphold safety and dignity, how best to enact resistance in the face of safety and dignity violations, and how to maximise the multiplicity of factors contributing to safe and dignified workplace cultures'. Surely they are already, perhaps with the exception of patients? Can you expand your rationale as to why you think this might be the case? I can't see much in the data that particularly support this recommendation.
While we agree with the reviewer that healthcare students and professionals should already be being educated about patient and staff safety and dignity, we are not entirely sure that this is always the caseparticularly regarding the detail we provide about what specifically should be taught (i.e. understandings of safety/dignity, all the different ways of upholding it, how to enact resistance strategies, and how to maximise the multiplicity of factors contributing to it). Indeed, on the basis of our decade-long program of professionalism research (Monrouxe & Rees 2017) , including more recent work on resistance strategies employed by students in the face of dignity and safety lapses (Shaw et. al 2018) , we are not at all convinced that our study stakeholders are already being taught this.
R2: 'Finally, at the organisational level, healthcare leaders and managers need to develop and implement policy to create positive workplace cultures mindful of work design, positive rolemodelling and monitoring of organisational data' -this is also happening in the UK and elsewhere -it could be argued that there has been a recent upsurge (circa. last 5 years) in policy about staff wellbeing, engagement, culture…..Also, what is a policy on monitoring organisational data? Do you mean safety and dignity data?
We agree that it may be argued there has been a recent upsurge in policy, although recent studies have indicated that implementation is still problematic (e.g. Sholl et al. 2017) . However, following the reviewer's helpful comment, we have edited the section and have added a sentence for clarification: "Finally, at the organisational level, healthcare leaders and managers need to develop and, perhaps most importantly, implement policy better to create positive workplace cultures mindful of work design, positive role-modelling and monitoring of organisational data [e.g. 44] . Recent studies, for example, have illustrated the difficulties in optimising policy implementation in a workplace, which is constantly under tension between the demands of service delivery and training [45] ." (see page 34 in the revised paper). We respectfully point out that we have not suggested the creation of a policy to monitor organisational data; rather, we suggest a policy to create positive workplace cultures, mindful of a number of factors at the organisational level.
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GENERAL COMMENTS
Many thanks for your reply to the points made on version 1 of the manuscript. There are still a number of issues that were only partially addressed, the most important of which I have elaborated on in the attachment and the others I have shelved to clear the way for the most important points. The majority of the paper is an 'accept' but important issues remain in terms of the accurate representation/interpretation of data. 
